Classification System (TGCS). There is however no recognized system to similarly analyse operative vaginal delivery (OVD), hence we sought to classify operative vaginal deliveries at a large tertiary university institution over ten years using the TGCS. STUDY DESIGN: This retrospective cohort analysis applied the TGCS to all OVDs from 2007-2016, with data being obtained through the local hospital data collection system. The TGCS includes five parameters (parity including previous cesarean, gestational age, labour onset, fetal presentation and plurality) that are identifiable on presentation for delivery. These parameters were used to classify all women into one of ten groups. RESULTS: There were 86,191 deliveries during the study period and the rate of OVD was 19.3% (16673/86191). Operative vaginal deliveries were most common among women in Groups 1 and 2a (singleton, term cephalic, nulliparous in spontaneous or induced labor) with rates of 39% and 35% respectively. These groups are also the predominant contributor to the overall rate of OVD with these patients accounting for more than 70% of all OVDs. Rates of OVD in singleton, term, cephalic, multiparous women in spontaneous labor (Group 3) and induced labor (Group 4a) were 10-12%. The rate of OVD among multiple pregnancies (Group 8) and preterm singleton gestations (Group 10) was approximately 10%; however these Groups each account for a small portion of the overall number of OVDs carried out (1-2%). CONCLUSION: At an institution where almost 1 in 5 patients have an operative vaginal delivery the rate of OVD is highest among nulliparous patients at term. These patients account for over 70% of all OVDs. Rates of OVD among multiparous women at term, those with multiple gestations or preterm pregnancies are all approximately 10%. Interventions to improve rates of OVD should focus on nulliparous patients at term and could focus on allowing more time in the second stage of labor or prolonging the period of active pushing.
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OBJECTIVE:
To compare the rate of early hospital discharges among women who underwent cesarean delivery with enhanced recovery after surgery (ERAS) or standard perioperative care (SC). STUDY DESIGN: Patients undergoing nonemergent cesarean delivery at ! 37 weeks gestation were randomized to ERAS or SC. ERAS involved multiple evidence-based interventions bundled into one protocol. The primary outcome was discharge on postoperative day 2 (POD#2). Secondary outcome variables included pain medication requirements, breastfeeding rates and various measures of patient satisfaction. To detect an increase in the primary outcome of 20% with a baseline rate of 10% of patients discharged on POD#2 with a power of 0.80 and a two-tailed alpha of 0.05, 59 women per study group were required. Analysis was according to the intent-to-treat principle. RESULTS: From September 27, 2017 to May 2, 2018, 58 women were randomized to ERAS and 60 to SC. The groups were similar in medical comorbidities, demographic and perioperative characteristics. ERAS was not associated with a significantly increased rate of POD#2 discharges when compared with SC, 8.6% vs. 3.3%, respectively (OR: 2.74, . ERAS was associated with an increase in breastfeeding, 67.2% vs. 48.3% (p¼0.046). When patients were surveyed 6 weeks postpartum, those in the ERAS group were more likely to feel that their expectations were met, achieve their postoperative milestones earlier and report continued breastfeeding. CONCLUSION: ERAS after cesarean was not associated with an increase in the number of women discharged on POD#2, but that may have been related to factors other than patients' medical readiness for discharge. Evidence that ERAS after cesarean may have the potential to improve outcomes such as day of discharge are suggested by the observed reduction in overall postoperative LOS, improved patient satisfaction and an increase in breastfeeding. Even better results may accrue with more provider and patient experience with ERAS.
